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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. 2298099
Relevant clinical history and physical exam. An 81 year-old gentleman
was admitted because of NSTEMI. He had history of diabetes mellitus
and limited anterior myocardial infarction.
Previous coronary angiogram in 1995 demonstrated totally occluded
mid LAD. LCX was diffusely abnormal with 90% stenosis at PL branch.
RCA was occluded distally. CABG (LIMA-LAD-D2, SVG-PDA, SVG-OM3-
left PL) was performed in 1995. PCI was repeatedly performed for the
proximal to mid part of SVG-OM3-PL in 2009 and 2011 because of
angina.
Relevant catheterization ﬁndings.
1. The right coronary angiogram showed totally occluded mid RCA with
TIMI 0 distal ﬂow.
2. Distal circumﬂex was totally occluded
3. Mid-LAD was occluded (Fig native vessel)
4. SVG to PDA closed
5. LIMA-LAD-Diagnoal was patent with collateral ﬁlling to RCA and LCx.
6. Proximal SVG-OM3-PL was totally occluded (Fig 5). Piece of bypass
between OM3-PL remained patent (Fig Grafts)[INTERVENTIONAL MANAGEMENT]
Procedural step. Plan: attempt PCI to LCx vessel in view of poor
guiding support for the SVG-OM3-PL graft and repeated intervention.
A 6Fr CLS 4.5 guiding catheter was engaged into left main. Angio-
gram was also made from LIMI for collateral ﬁlling to LCX territory.
The antegrade approach for LCX CTO lesion was repeatedly
attempted with different wires, namely Fielder XTA, Gaia Second,
Sion, pilot 200, Conﬁanza pro, Miracle 12 with PCI-guidewire sup-
ported by 1.8Fr Finecross.
Wires went into subintimal space but failed to return into true
lumen. After consideration, our strategy was then switched from wire
escalation to antegrade-dissection-entry approach with the use of
crossboss and stingray balloon. It would be challenging as the vessel
diameter of distal landing site was small (<1.5 mm) and the distal
landing site was close to the bifurcation or anatomosis of SVG graft to
PL.
The re-entry puncture was made carefully with guidance of angio-
gram from LIMA to collateral ﬁlling towards LCx territory (Fig).
After successful puncture, the stingray wire was exchanged with
pilot 200 with support of ﬁnecross micro-catheter.
Multiple balloonㄴ pre-dilatation was performed. Two overlapping
DES stents 2.5x 32 mm and 3.0 x 38mm were deployed.
Post-dilatation was performed with NC balloon 3.0 x 15 mm.
Satisfactory angiographic result was achieved. A piece of bypass
graft between the two branches of OM remained open, with reversal
of ﬂow supplying from the PL to the 3rd OM and related territory.
(Video )
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performing PCI for CTO, from wire escalation to antegrade-dissection-
re-entrystrategy using crossboss and stingray system.
In this case, dissection-re-entry into distal landing site is technical
challenging because of small distal artery diameter (<1.5 mm) and it
was close to the anastomosis or bifurcation (SVG-PL). However, with
detail assessment from retrograde contrast injection, we could able to
overcome the difﬁculty with satisfactory clinical and angiographical
result achieved. Although the SVG graft was occluded proximally, it is
still able to make use of remaining “piece” to improve the coronary
ﬂow. Patient becomes symptom free.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. 0989954
Relevant clinical history and physical exam. The patient is a 70 year-old
man, with history of non-ST segment elevation myocardial infarction
in January. The distal left circumﬂex artery, the culprit, was treated
with percutaneous coronary intervention. On the other hand, a
chronic total occlusion was found in the mid right coronary artery
with collateral ﬁlling from septal branches. Because of demonstrableischemia of inferolateral wall on subsequent imaging, elective PCI for
the right CTO lesion was attempted for several times but failed.
Relevant test results prior to catheterization. There was no signiﬁcant
change in electrocardiogram. Echocardiography performed in January
showed satisfactory global left ventricular function with hypokinesia
over the inferolateral wall. The patient remained symptomatic (angina
and effort dyspnea) and a scintigram revealed ischemia in the
inferolateral wall. Other blood test results were normal.
Relevant catheterization ﬁndings. This was a right dominance system.
The proximal right coronary artery was occluded with collateral ﬁlling
from the septal collaterals to the distal right coronary artery. The left
main artery was normal and the stent in the mid-distal circumﬂex
artery was patent. Repeat Fractional ﬂow reserve measurement was
negative in the left anterior descending artery and the diagonal.
